This paper argues that doctors ought to make all things considered value judgments about what is best for their
conception of what is good for us, what direction our lives should take, what is, all things considered, best for us. Forming a conception of what is best for oneself and acting on that conception is being an autonomous agent. By taking away from patients the ability to make and act on conceptions of what they judged was best, patemalists frustrated the autonomy of their patients.
There is a second problem with the old approach. Paternalists were making value judgments (often under the guise of what was 'medically or clinically indicated' (1)) which would have been more properly made by the patients who were going to be affected by the treatment. Consider one example. Joe is about to have an operation to remove a tumour from his diaphragm. An anaesthetist visits him preoperatively to discuss his anaesthetic. She then discusses post-operative analgesia. This, she explains, is very important because the major complication after his operation will be the development of lung collapse and pneumonia. If he does not receive adequate analgesia, and is unable to breathe deeply and cough comfortably, this will be much more likely. She informs him that there are two forms of analgesia available after his operation: thoracic epidural analgesia and intravenous narcotic infusion. The analgesic effectiveness of the thoracic epidural is greater. Joe will more easily be able to cough and breathe deeply, so better preventing the development of pneumonia. She explains that the risk of nerve damage from any epidural is around 1/15,000. There is an additional risk with thoracic epidurals in particular: a very small risk of spinal-cord damage from the procedure (damage from the needle) or complications that arise after it (epidural haematoma or abscess). In some of these cases, spinal-cord damage could result in paraplegia. There have only been isolated case reports of these complications so it is not possible to put a figure on how great the risk is but it is certainly very small. Overall, the risk of nerve damage is very small and the risk of developing pneumonia much greater. Patients can also make incorrect value judgments. They can fail to give sufficient weight to relevant facts, just as the old paternalists did when they concentrated on the medical facts. Consider an example.
Joan is 35 years old and has a one cm cancer of the breast without clinical evidence of lymph node metastasis. Her mother and sisters had cancer of the breast. Her surgeon argues, based on her history and the cytology of the tumour, that she has a very high chance of developing a second carcinoma. He recommends a bilateral mastectomy. This, he argues, will give her the best chance of survival. Joan replies that this will be very disfiguring. She would prefer to have a lumpectomy followed by yearly mammography. This, she argues, will give her a better quality of life.
Joan's surgeon inquires further. It turns out that by better quality of life, she means that she will retain her present physical appearance. Her husband would be shocked if she had a bilateral mastectomy, even if she were to have breast implants. 'He is very attached to my breasts', she says. Her marriage is difficult at present, and she does not believe that it would survive the shock of such operation.
These are of course relevant facts to which the surgeon was not originally privy. Previously, he believed she ought to have a mastectomy. Are these new facts of sufficient importance to cause him to change his judgment? In some cases, they might be.
If survival with lumpectomy and mammography was roughly the same as that after mastectomy, then he might change his mind. IfJoan's life was really going to be miserable after a mastectomy, and much happier after a lumpectomy, then this would be a good reason not to have the mastectomy.
However, in some cases, the surgeon might retain his original judgment. He Some value judgments are wrong. To claim that one's life is not worth living because one's bunion is painful is mistaken, no matter how well-informed the judgment. To be sure, doctors make wrong judgments of what is best. But so do patients at times.
It is of course easier to turn the decision over to Joan and just provide some medical facts. It is easier to avoid making an all-things-considered value judgment. It is difficult to discuss with a patient why she holds the views she does. It is difficult to provide an argument for why she is wrong which is convincing to her. But such discussion and argument can help patients to make better decisions for themselves. Good advice, which we should expect from our friends and doctors, consists in more than information.
Shared decision-making
There has been a movement away from paternalism. There are, however, two ways of responding to the problems which have thrown paternalism into disrepute. The first is for doctors to give up the practice of making judgments about what is, all things considered, best for their patients. They should stick to providing medical facts to competent patients who then make choices as to what is best based on their values. This is the model of 'shared decisionmaking'.
The second approach agrees that in the past doctors concentrated too much on medical facts. Other facts are also important in determining what is best. These include facts about the patient, his values, his circumstances and so on. But this approach denies that the patient has sovereign access to the relevant facts, though in many cases she knows them better than anyone else. Doctors can, and ought to, try to discover these other facts and It is relatively easy to be a fact-provider (though how to present facts itself presents a problem). It is easy to turn decision-making over to patients and say: 'There are the facts -you decide'. It is difficult to find all the relevant facts, to form evaluative judgments, and critically examine them. It is even more difficult to engage a patient in rational argument and convince him that you are right. If doctors are to avoid the shortcomings of being mere fact-providers, if they are to function properly as moral agents, if they are to promote patient autonomy, they must learn these new skills. They must learn these skills for another reason: gone are the days when they could make uninformed judgments of what was best for their patients and act on these. Gone too are the days when they did not have to provide a justification for the position they were advocating. And that justification goes beyond the fiction of a 'purely medical' justification.
